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Client Questionnaire 
 

1. Name:              
  * Last    First    Middle 

2. Other Names that you have used:           
*Last    First    Middle 

3. Birth Date             
*Month/Day/Year 

4. Where you were born:            
*State or Country if not in USA 

5. Driver’s license Number:            
6. Social security number:            
7. Race      White  Black  Native American/Eskimo/Aleut 

 Chinese  Japanese  Filipino 
 Indo-Chinese (Vietnamese, Cambodian, Laotian) 
 Other    Unknown 

8. Ethnicity     Hispanic  Non-Hispanic  Unknown 
9. Sex      Male   Female 
10. Maiden name:              

Last    First    Middle 
11. Mother’s maiden name            

Last    First    Middle 
12. Mother’s birth date            

Month/Date/Year 
13. Marital Status    Never Married  Now Married, Remarried, Living Together 

 Widowed   Divorced (Includes Dissolution and Annulment) 
 Separated   Unknown 

14. Spouses Name:             
Last    First    Middle 

15. Spouse’s birth date            
Month/Date/Year 

16. Is anyone else in your family receiving County mental Health Services?    Yes  No 
If yes, what are their names?           

Last    First    Middle 
               

Last    First    Middle 
17. With whom do you live? 

 Lives alone in house or apartment 
 Lives with Immediate Family (i.e. spouse, parents, children) 
 Lives with extended family (i.e., relatives) 
 Lives with non-related persons except for foster care 
 Foster care home – children  
 Small community care facility (6 or less) 
 Large community care facility (7 or more) 
 SNF/ICF 

 Community Hospital or Psychiatric Health Facility 
 State Hospital 
 Justice related (Juvenile Hall, Community 

Correctional Facility, CYA Home) 
 Group Quarter (Dorm, barracks, migrant camp, etc.) 
 No identifiable residence 
 Other 
 Unknown 
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18. Address:              
*Number and Street 
 

               
*City    State    Zip 

19. Home phone number:  ( )         
20. Nearest Relative:             

*Last    First   Middle 
21. Relationship to you:            

22. Relatives Address:            
Number and Street 

               
*City    State    Zip 

23. Your preferred primary language:  English   Spanish   Chinese 
 Japanese   Korean   Vietnamese 
 Tagalog   Sign Language  Other 

24. Where were you referred from?           
25. Employment status:   Full time, 35 hours or more weekly (competitive job market) 

 Part time, less than 35 hours a week (competitive job market) 
 Full time, 35 hours or more weekly (non-competitive job market) 
 Part time, less than 35 hours a week (non-competitive job market) 
 Unemployed 
 Not in labor force (homemaker, student, retired, etc.) 
 Unknown 

26. Employer:             

27. Employer’s phone number: ( )         

28. Check and circle the highest level of education:  
 Elementary K 1 2 3 4 5 6 7 8   High School 9 10 11 12 
 College 1 2 3 4     Graduate School 1 2 3 4 (or more) 
 Other     Unknown 

29. Disability    None      Speech Impairment 
 Blindness or Severe Visual Impairment  Physical Impairment – Mobility  
 Deaf or Severe Hearing Impairment  Unknown  Related  

 
30. Who is financially responsible for this bill?          

*Last Name   First    Middle 
31. Address              

*Number and Street 
               

*City    State   Zip 
32. Employer              
33. What is your insurance company         Medi-Cal  Medicare 
34. Are you carrying a weapon such as a gun or knife   Yes  No 
35. Do you receive Veterans benefits?    Yes  No 

 
For office use only*             
Care Coordinator              
UMDAP              
Yearly Liability              
Renewal Date              
Financial Classification             
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